Married women are traditionally treated as low status outsiders in their in-laws' households, and after marriage many women are secluded in the home. 3, 4 Traditional forms of gender discrimination and abuse, including forced marriages, lack of access to education, and domestic violence, [5] [6] [7] [8] are not infrequent in some immigrant groups. [9] [10] [11] [12] [13] Furthermore, immigration itself deprives women of traditional sources of emotional support and protection. 14 This accumulation of social stresses often culminates in emotional distress and symptoms. Studies in South Asia report pronounced gender disparities on most social and health indicators, including mental health. [15] [16] [17] [18] [19] Early married life, in particular, is associated with high rates of mental and physical illness, suicide, and other forms of violent death among South Asian women. 20, 21 Although there has been little epidemiologic research on South Asian women in the United States, a substantial literature on diasporic communities in Canada and the United Kingdom documents the high prevalence of CMD among immigrant women, particularly in Muslim communities. [22] [23] [24] Furthermore, very high rates of self-harm, suicide attempts, and completed suicides among South Asian women immigrants suggest that true prevalence rates of CMD may be underestimated. [25] [26] [27] [28] [29] Young, married, South Asian women in the UK are three times more likely to attempt suicide than their White counterparts, and seven times more likely to complete a suicide attempt than South Asian men.
Despite high levels of CMD, South Asian immigrant women seek traditional mental health treatments in low numbers. Like persons from other ethnic minority communities, as well as the elderly 30 and low-income groups, 31 Asian Americans are less likely to initiate treatment or to be prescribed optimum levels of treatment than middleclass European Americans. When experiencing emotional distress, South Asians frequently consult their primary care physicians, to whom they are more likely to present medically unexplained somatic symptoms than emotional distress. [32] [33] [34] It has been argued that contrast between high rates of mental distress and CMD and low rates of mental health treatment among South Asian immigrants-as among other low-income and ethnic minority communities-arises from a conceptual gap between the psychiatric models of mental disorder and conceptual models of distress among community members. [35] [36] [37] Standard treatment models for mental disorders in Western societies are premised on a biopsychiatric framework of illness and care in which mental distress and disorder are conceptualized as pathology of the individual most effectively addressed with pharmacologic and other technical treatments.
Yet outside of mental health treatment settings and randomized controlled trials, many individuals, especially those from low-income and ethnic minority groups, conceptualize their symptoms in social terms as a relatively normal response to life problems and situations. Individuals reporting social models are wary of technical treatments and less likely to seek them out than those reporting psychiatric models. 38 Public health campaigns such as the "Beyond Blue" campaign in Australia and the "Defeat Depression" campaign in the UK conceptualize these cultural and social class differences as "low mental health literacy" and have worked to "educate" the public regarding the biomedical causes and treatments of CMD. Considerable public funds have been expended in public campaigns designed to alter popular conceptions of depression and related illness to bring them into line with current biomedical concepts. [39] [40] [41] These campaigns have met with limited success, however, and in most countries the rates of treatment utilization for persons experiencing depression and related problems remain low. 42, 43 A number of studies have examined conceptual models of depression and related disorders in South Asian women. 44, 45 These studies show that South Asian women conceptualize depression symptoms as a relatively normal response to social problems. They are less likely to attribute symptoms of distress such as sadness, exhaustion, or anxiety to psychological or neurologic abnormalities, compared with European Americans or to view professional treatment as necessary.
Studies in South Asia and in immigrant communities have found that "depression" or its equivalents are rarely used as a label for these symptoms; in fact, the term "depression" is often understood to represent a severe mental disorder, accompanied by psychotic symptoms, that is conceptually distinct from Developing a Measure of CMD Using Participatory Methods the everyday, socially based symptoms associated with CMD.
In place of depression or other psychiatric terms, participants propose labels emphasizing worry and anxiety related to life situations. Terms such as "thinking too much," "Chinta" (worry), or "chinta rog" (worry sickness) are common terms.
"Tension" or "tension rog" (tension sickness) are also common illness terms across South Asian societies and generally refer to a constellation of emotional and physical symptoms including sadness, worry, fatigue, weakness, and pain. 
THE BONDHU PROjECT
Studies of psychological treatment and healing in crosscultural settings indicate the importance of a conceptual synchrony between the patient and the healer or treatment system. 50 When synchrony is absent-when the "meaning"
of treatment fails to match with the patient's explanatory models of illness and care-the healing process can falter. [51] [52] [53] Thus, developing treatment models that incorporate patients' conceptual models of illness and care is an important key to addressing the current efficacy-effectiveness gap in mental health treatment. 
METHODS

Forming a Partnership
Our goal was to design an intervention that would be appropriate for women least likely to utilize conventional mental health treatments: That is, less acculturated, more recent immigrants from low-income, inner-city communities.
We therefore located our project in a public health clinic in the heart of a dense, urban Bangladeshi neighborhood in the Bronx, New York. The Bangladeshi community is the newest South Asian immigrant community in New York. Although there has been little research in this group, a few studies have found group higher rates of unmet health and social services needs, higher rates of health problems, and lower levels of English skills than in other groups. 57, 58 The initial project planning team included a physician, a health advocate, and several researchers. The physician was the medical director of the clinic and was well-known and Winter 2013 • vol 7.4
highly regarded in the local community. She and her staff spread the word among clinic patients and through word of mouth that we would be recruiting community partners for a research project.
The planning team anticipated that recruitment would be a difficult and lengthy process. We therefore planned to engage participants through a series of outreach meetings that would take place over several months. We planned to distribute fliers throughout the neighborhood and identify other recruitment strategies. We hoped to recruit 12 partners, on a first come first serve basis, over a period of 3 months.
Although we recognized that this strategy would result in a less representative sample than a more complex sampling plan, we felt this to be the most practical, as well as the fairest option.
On the day of our first outreach meeting in the clinic, 16 women attended. We introduced ourselves, described the project, and answered questions. The following week, a second meeting was held in the clinic. We expected that only a few members from the first week would attend. However, all 16
were present. Furthermore, nearly 40 additional women also attended the meeting. After some discussion, we decided that the fairest option was to offer the 16 original members participation on the project and add the remaining women to a waiting list.*
We worked with our 16 community partners to develop a cohesive, functioning, partnership. Early phases of Bondhu formation involved strengthening bonds between members and developing healthy group processes. Efforts were made to develop procedures that support and reinforce key principles of CBPR such as building equity, sharing control over decision making, and respect for cultural differences and perspectives. 59 Confidentiality was addressed at length in the group.
Developing group cohesiveness was another important task of the early phase of a partnership. A variety of techniques, such as the use of games and icebreakers, were used for this purpose. 60 
Conceptualizing the Problem
Once the group had been formed, we moved on to the second step: conceptualizing the problem. In its purest form, CBPR projects involve the identification of a research problem through dialogue with community members. However, most research grants are provided by funders with specific funding interests, often disease specific. The grant received for this project was from the National Institute of Mental
Health and required us to focus on mental disorders. Based on the literature identifying CMD as a major health issue
among South Asian women, we decided to focus on CMD in our partnership and intervention development project. We found that women readily recognized, and acknowledged, the symptoms of CMD-sadness, anxiety, and related physical distress-as a key health issue in their lives.
Although we focused the project originally on a broad category-" CMD"-we planned to work with our partners to identify a more specific, cultural-specific, mental health syndrome that would be the focus of the project. As we saw it, the identification of a shared illness category was a key step in the development of a culturally synchronous mental health treatment. It was assumed ahead of time that conventional psychiatric categories such as "depression" or "anxiety"
would not translate well into the Bangladeshi cultural context.
Mental health workers in cross cultural settings note that the use of western diagnostic terms may be off-putting to patients from non-Western cultures 61 and that new treatment models for psychological distress are more likely to succeed if they are based on an understanding of local ways of articulating distress. A common, shared term for the illness problem lessons the possibility that the treatment itself will be seen as "alienating or imposed." 61 Without a common language to describe the illness problem, we believed it would be difficult to communicate with the larger community about our program, to publicize it, and ultimately to recruit patients into our intervention. Furthermore, we expected that, although many of the symptoms defining the western syndrome of "Major Depression" might be familiar to women, as symptoms of CMD experienced in many cultural settings, the syndrome itself might have limited relevance as an expression of distress in the Bangladeshi context. Instead, we expected that Bangladeshi women would identify an overlapping, but * When we announced this decision at the third meeting, women on the waiting list were very disappointed. Several of them asked the planning team to create a program for them. After some discussion, we invited them back to meet with us again. We suggested that they start meeting on their own, and offered to provide support on group facilitation and planning skills. This group, which chose the name the "Mothers' Club," began meeting in 2007 and has been meeting continuously for 5 years. Developing a Measure of CMD Using Participatory Methods distinct syndrome with its own cultural meanings.
To identify an appropriate local illness category, we used participatory methods to identify a culturally meaningful syndrome to serve as the focus of our work. The group spent many meetings discussing women's emotional distress, its social context, and its antecedents in family and social life. In discussions of family and social problems such as isolation in the home, financial problems, issues with immigration status, and domestic conflict and abuse, participants emphasized the disempowerment, lack of status, and humiliation that are common features of women's lives.
The partners discussed a variety of potential syndromes or problems. The term "depression" was discussed in turn, and dismissed as a rare, severe disorder in which people acted "pagal" (crazy). The syndrome that was chosen to work on was "tension," a common illness category in South Asia that is frequently reported in the literature, including the previous work of the first author. 49 As this preliminary research indicated, and as confirmed through conversations with our community partners, "tension" is a syndrome that varies in severity and chronicity. At its most severe, it is considered a highly dangerous illness that can lead to health problems, including hypertension, cardiovascular disease, and madness; milder forms are equivalent to the English equivalent of "stress." Importantly, "tension"
is considered a condition of social origin. Women described tension as a response to the stresses of life in the United States:
the loss of social status, poverty, poor housing conditions, and a general sense of disappointed hopes. The other major cause of tension was loneliness, after separation from family and friends. Gender-related issues, including psychological and physical abuse, low status within the family, 46 conflict with the husband or in-laws, and a humiliating lack financial independence, were another important antecedent of "tension."
We also spent a great deal of time talking about the "treat- enthusiasm. Several mentioned that they had seen advertisements for depression treatment on television, but that they did not believe these treatments would be effective for a condition that was of social origin. However, in a few cases women noted that tension could cause physical health problems such as fatigue, weakness, heart disease, or hypertension. In such cases, they believed that medical treatment was necessary.
Importantly, "tension" is manifested through both physi- 
Developing an Instrument
Once the construct of "tension" was selected, the team decided to operationalize this construct through the systematic development of an instrument that could be used in the needs assessment and the intervention. Although this suggestion came from the researchers in the partnership, it was proposed to the group and discussed in detail; ultimately, the group made the decision to move ahead with instrument development. We had two goals for developing the instrument. The first was to establish a common meaning for "tension" as a syndrome that could facilitate communication with the community about the focus of our project. In discussing the purpose of the intervention with community members, the scale itself could be used to clarify a shared meaning for the term. In addition to this programmatic goal, we also speculated that the new scale might be helpful as a research tool. Ultimately, it might help to refine diagnostic criteria for recruitment into the group and could function as a potential measure of the effects of the treatment.
Once the partnership had decided to develop a measure of "tension," the first author (AK) recruited several Bondhu members and developed a working group for the project. We provided advice on how to approach participants, how to "manage" emotion that might emerge, and what to do if any interviewee seemed to desire or need further help.
Because the goal of the project overall was to identify a syndrome and design an intervention for unacculturated women least likely to seek out conventional mental treatments, we asked our Tension Group members to identify friends and neighbors likely to fit into this category. We described the ideal The tension research group, however, agreed that vaginal discharge was a common symptom of tension. Similar terms were merged together after group discussion. A few listed symptoms were dropped from the list when group members did not feel they were relevant to the syndrome "tension." In a second step, women took the symptom checklist into the field and tested it on a new set of 12 participants. Participants were asked to check off the symptoms they experienced during periods of "tension." In discussions that followed, symptoms checked less than twice were dropped from the list. We fitted the remaining 24 symptoms to a 4-point Likert scale preceded by the question: "Over the past 2 weeks, how often have you been bothered by any of these problems." Responses were scored 1 through 4 with the following categories: "Not at all," "several days," "more than half the days," and "almost every day," respectively, with options for "don't know" and "refused." The only exception to this scoring was one item-"hair becoming white"-which was scored 1 through 3 (not at all, some, or a lot; Table 1 ).
Preliminary Test of the Tension Scale
The resulting instrument was then inserted into a larger, community-based health needs assessment survey of Bangladeshi women in the Bronx. The survey, which is described in detail elsewhere, 65 risk of depressive disorder. 66 We chose the PHQ-2 because of its brevity, its comparable predictive utility compared with the PHQ-9, and its wide use in international settings. [67] [68] [69] [70] Community health workers (CHWs) translated and backtranslated the overall survey from Bengali and pretested the Bengali version with the Bondhu members, incorporating changes as necessary before administration in the community. Missing data were minimal for the tension scale items (only 6 observations for 24 items among the 162 respondents were missing) and multiple imputation was used to generate estimated values for analysis. Exploratory factor analysis was used to evaluate variance in the developed scale. A "tension score" was generated by summing the 24 items on the scale and this score was then used for all further analysis.
Internal consistency was assessed using Cronbach's alpha. To assess concurrent validity, we conducted a bivariate analysis using Pearson's r to correlate the relationship between the Tension Scale and sociodemographic and health indicators (e.g., poverty, education, diagnosis of diabetes, hypertension, hyperlipidemia, engagement in physical activity, and breast and cervical cancer screening activities) known to relate to depression. We also examined the relationship between PHQ-2 scores and the Tension Scale.
RESULTS
Sample
Of the 769 homes approached by the CHWs, 184 were 
Analysis of the Tension Scale
Of a total score of 95, the mean ± standard deviation score was 38.6 ± 9.3.
Reliability. Internal consistency, indicated by Cronbach's alpha, was 0.83 for the entire scale with all items having an individual item-scale correlation of 0.81 or greater.
Validity. A factor analysis was performed as an initial test of the validity of the scale. Results of the factor analysis were ambiguous. One factor, consisting of psychological and somatic symptoms, accounted for more than 54% of the variance, whereas a second factor, consisting of somatic symptoms, accounted for about 14%.
In a preliminary test of the external validity of the scale,
we assessed correlations between the Tension Scale and demographic and health factors known to be correlated with depression or mental distress ( Table 3) . As expected, the Tension Scale strongly correlated with the PhQ-2 (r = 0.483; P < .0001).
Because the scale includes one symptom (sadness) similar to that on the PHQ-2, we conducted an analysis of the correlation between the two measures without the including this common symptom. The result was largely similar with only a slight decrease in the correlation coefficient (r = 0.442; P < .0001). In bivariate analysis, the scale also correlated (P < .05) with health indicators in the expected direction, including age, body mass index, waist circumference, hypertension, hyperlipidemia, and emergency room use. As we expected, the scale was inversely correlated at a significant level (P < .05) with education, income to federal poverty level ratios, seeing a physician in the past 12 months, self-rated general health (higher number indicating better health), and self-rated diet.
DISCUSSION
This project used a participatory process to develop an instrument for measuring a locally defined category of CMD.
A team of researchers and clinicians worked with community members to identify a cultural syndrome. In a second step, we developed an instrument for assessing tension-related distress, and tested the instrument on a sample of 154 community members. Community members were engaged at each step of the process, including choice of the syndrome, initial conceptualization, and instrument testing. Community members also reviewed the results of this paper.
Although CBPR projects on mental health have been reported in the literature, these projects often focus on psy chiatric diagnoses, such as depression and anxiety. Our approach was more radical and more participatory. We based our work on the assumption that mental illness categories, including those that constitute the DSM and related psychi- and further studies using larger samples will examine whether the scale may be broken down into subscales. However, in other respects the scale showed good psychometric properties, including a high inter-item reliability and correlations in the expected direction with sociodemographic and health variables. Furthermore, our tension project illustrates a practical and novel strategy for conducting participatory research on mental health issues in cross-cultural settings.
The Tension Scale developed in this study was also an important element in the planning and development of a culturally synchronous mental health treatment, to be described in another paper. The illness category "tension"
has the advantage of being quickly recognizable to community members. When we talk with community members about their tension, we do not need to convince them that they suffer from a potentially stigmatizing "mental disorder" such as depression. "Tension" is a widely recognized, relatively unstigmatizing distress syndrome of social origin.
The study has several important limitations. First, the sample was limited to a particular South Asian group-new women immigrants from the Bangladesh. Our project targeted recent, relatively unacculturated immigrants because they are the most likely to suffer from CMD and are also least likely to seek out conventional Western mental health treatment.
However, although we worked only with Bangladeshi immigrants in this project, we believe that our method and our findings may be relevant to other immigrant communities from the South Asian subcontinent. Despite broad variations in language, religion, diet, and so forth, most scholars agree that societies of South Asia, particularly those of the "purdah belt," a broad region stretching across the northern part of India that includes Pakistan and Bangladesh, broadly constitute a culture area that shares many social, structural, and cultural characteristics. The Tension Scale we developed for the study includes symptoms that have been reported in studies of other South Asian groups. 24, 49, [71] [72] [73] However, the degree to which the scale is appropriate for use with other groups is an empirical question that will be answered in future research.
Future Research
As a research instrument, the Tension Scale needs to be further tested and its relationship to important psycho- Our team has used the Tension Scale to assess response to treatment in a depression treatment program for Bangladeshi women. We will report results in a future paper.
